INTRODUCTION
Patients with schizophrenia are generally less suitable candidates for regional anaesthesia. Post-operative delirium is commonly seen in patients with schizophrenia after general anaesthesia. Dexmedetomidine is an alpha-2 adrenoreceptor agonist with sedative, analgesic and anxiolytic properties with minimal respiratory depression. [1, 2] It provides conscious sedation and has been safely used for ophthalmic procedures including strabismus surgery. [3] The use of dexmedetomidine is associated with lesser incidence of post-operative delirium in comparison to propofol and midazolam.
CASE REPORT
A 20-year-old gentleman, weighing 80 kg, with left eye convergent squint was scheduled for squint surgery. He was diagnosed with schizophrenia with obsessive-compulsive features 3 years ago. He was receiving the following medications-dopamine antagonist (risperidone 2 mg OD), noradrenergic and specific serotonergic antidepressant (mirtazapine 15 mg OD), serotonin norepinephrine reuptake inhibitor (venlafaxine 75 mg BD), anticholinergic agent (trihexyphenidyl 10 mg BD) and benzodiazepine (clobazam 20 mg OD). He had a history of snoring, but there were no other signs and symptoms suggestive of obstructive sleep apnoea. The patient did not have any other systemic illness.
On examination, the patient was conscious, oriented, disinterested in surrounding, with heart rate (HR) of 80/min and non-invasive blood pressure (NIBP) of 126/84 mm Hg. Airway and systemic examination, electrocardiogram (ECG) and blood investigations were within normal limits.
After explaining the choice between general and regional anaesthesia, the patient and his father refused general anaesthesia. Squint surgery was planned under peribulbar block with monitored anaesthesia care (MAC). Written informed consent was obtained. As advised by the treating psychiatrist, all antipsychiatric medications were continued till the day of surgery.
In the operation theatre, routine monitors were attached to the patient. His baseline HR was 80 beats/min, NIBP was 130/84 mm Hg and SpO 2 was 99%. Intravenous access was obtained. Oxygen was supplemented at 2 L/min fresh gas flow through a nasal prong, which had facility for expired carbon dioxide monitoring. Dexmedetomidine infusion was started with bolus of 1 mcg/kg over 15 min followed by 0.5 µg/kg/h. Peribulbar block (8 ml) (0.5% bupivacaine 4 ml, 2% lignocaine 4 ml with hyaluronidase 15 IU/ml) was administered at Ramsay sedation score (RSS) between 3 and 4. Surgery was started after 5 min of administration of block. Vital parameters remained stable during the intraoperative period with HR of 50-54 beats/min, NIBP of 110-130/70-80 mmHg and respiratory rate of 12-14/min. Duration of surgery was 60 min with minimal blood loss. During surgery, RSS remained between 3 and 4. Dexmedetomidine infusion was stopped 5 min before the end of the procedure, and the patient was shifted to post-anaesthesia care unit for monitoring and sedation assessment. After 1 h of observation, he was transferred to the ward. There was no episode of agitation, delirium or exacerbations of symptoms post-operatively.
DISCUSSION
Patients with schizophrenia are at increased risk for diabetes, cardiopulmonary diseases and obesity. Anaesthesiologist should be aware of interaction between antipsychotic, anaesthetic and sedative drugs due to side effects such as postural hypotension and ECG changes. [4] Risperidone and venlafaxine have the potential to cause bradycardia. [5] Propofol and midazolam are commonly used drugs for sedation for MAC. [6] However, propofol infusion may lead to hypotension and apnoea and may need respiratory support. Mask ventilation in between the ophthalmic surgery may result in interruption of surgery and also increases chance of ocular infection. Although midazolam is short-acting sedative, after prolonged infusion in obese patients, [7] there are chances of accumulation due to increased volume of distribution and elimination half-life leading to risk of respiratory depression.
Post-operative delirium is one of the most common problems in patients with schizophrenia. [8] Lowest incidence of delirium has been described with dexmedetomidine (3%) in comparison with propofol (50%) and midazolam (50%). [9] Post-operative sedation with dexmedetomidine was also associated with significantly lower rates of post-operative delirium. [9] To the best of our knowledge, the role of dexmedetomidine infusion for MAC in psychiatric patients has not been studied.
Peribulbar block with dexmedetomidine conscious sedation helps the surgeon in keeping the eye stable in the desired direction to prevent globe perforation and also decreases pain during performance of block. Even after complete akinesia and analgesia with regional block, appropriate sedation with dexmedetomidine may lower the intraocular pressure, [3] prevents hypertensive response to anxiety and provides patient comfort [4] along with good cardiopulmonary stability and potentially better operating conditions. Intraoperative bradycardia is also a major concern with the use of dexmedetomidine, risperidone and venlafaxine. This may get further enhanced during strabismus surgery due to oculocardiac reflex (OCR). Peribulbar block decreases the incidence of OCR during strabismus surgery. [10] We used dexmedetomidine considering its definite advantage of reducing the incidence of post-operative delirium over other sedative drugs. Although we kept atropine ready to treat intraoperative bradycardia, HR remained stable in the range of 50-54/min during perioperative period.
CONCLUSION
We report the successful use of dexmedetomidine sedation in a patient with schizophrenia for squint surgery, without any untoward haemodynamic effects and exacerbation of psychiatric symptoms in perioperative period.
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